INTRODUCTION
The Intensive Care Unit (ICU) is the highest mortality unit in any hospital. Mortality in the ICU is mostly multi factorial, and multiple organ failure is the main cause of mortality in these patients. It is recognised as the final pathway preceding death in critically ill patients. 1 Organ dysfunction is an independent prognostic factor for ICU mortality. 2 Such data helps the hospital administrators, clinicians, and policy makers to formulate protocols and policies for the improvement of the outcome as well as management of these patients.
Our study aims to find out the prevalence of organ dysfunctions/ failures in patients at the time of their demise irrespective of the underlying diseases in a tertiary care center. The knowledge, thus obtained can be valuable in a critically ill patient to improve the overall outcome. 2, 3 
METHODS
A descriptive retrospective study was conducted. All deceased patients' record files during two years period from December 2012 to December 2014 were obtained from the In-Patient record section of Blue Cross Hospital, Kathmandu and examined retrospectively. All the patients were adults (Age >14years) in Intensive Care Unit of the hospital. Blue Cross Hospital is a tertiary care hospital located in the centre of Kathmandu with 10-bedded ICU consisting of 4 ventilators and a dialysis unit. Nepal Health Research Council approved ethical consideration for the study. Permission to conduct the study in the hospital was taken from the hospital director.
Patients' data were obtained from the hospital record section which were thoroughly studied. Status of six organ system of each case was categorised into five J Nepal Health Res Counc 2017 Sep-Dec;15(37):222-7 Original article DOI: http://dx.doi.org/10.3126/ jnhrc.v15i3.18844 sub-groups: (i) No organ dysfunction, (ii) Mild organ dysfunction, (iii) Acute organ failure, (iv) Acute on chronic organ failure, and (v) Chronic organ failure. No organ dysfunction, mild organ dysfunction and acute organ failure were determined according to Sequential Organ Failure Assessment (SOFA) and Modified Sequential Organ Failure Assessment (MSOFA) while Chronic Liver Failure-Sequential Organ Failure Assessment (CLIF-SOFA), Kidney Disease Improving Global Outcome (KDIGO) guidelines, and American College of Physicians (ACP)definition were used to define acute on chronic organ failure. 4,5 SOFA 1 and 2 was used to designate organ dysfunction/failure into "Mild organ dysfunction" category, and SOFA 2 and 3 was used to categorise into "Acute organ failure" category ( Table 1 ). The SOFA is useful in quantifying dysfunction in individual organ systems over time which is not possible with most other ICU scoring systems. 6 Previously established diagnosis/ or newly diagnosed cases were placed under "Chronic organ failure". Each case was also categorised according to standard sepsis classification. 7 Multiple Organ Dysfunction Syndrome (MODS) is defined as a clinical syndrome characterised by the development of progressive and potentially reversible physiologic dysfunction in 2 or more organs or organ systems that are induced by a variety of acute insults, including (but not limited to) sepsis. MODS has conventionally been defined in terms of involvement of six organ systems, namely -pulmonary, renal, hepatic, central neurologic, cardiovascular, and hematologic systems. 8 Data was entered in MS-EXCEL 2007 software and analysed in Statistical Package for Social Sciences (SPSS, version 17). Descriptive data analysis was used to show the proportion of organ dysfunction according to the systems involved and also to show other variables. The majority of the cases (80.9% deaths) had MODS. The neurologic system was most affected with "mild organ dysfunction" (23%) followed by the Respiratory system (16.6%) and Renal system (12.7%). Circulatory system was the most affected system with "acute organ failure" (65.5%) followed by acute respiratory failure (62.7%), and acute neurologic failure (55.8%).Among 43.1% who had chronic organ failures at the time ofadmission, 81.8% developed "acute on chronic failures". Among them,all chronic respiratory failures and 76.6% of chronic renal failures developed acute on chronic failures (Table 3) .
Organ Dysfunctions among Deaths in Critically Ill Patients
Among MODS, most of the patients had 3 organ system dysfunctions (31.9%) with a combination of respiratory, neurologic, and circulatory system ( 
DISCUSSION
In our study, we found ICU death rate to be 20.8%, which is similar to a study done by Sharma in TUTH in which death rate was found to be 26.2 % which shows that there is an insignificant variation in death rate between government and private hospitals. 9 Also, the rate is similar to other developing countries like Morocco where ICU death rate is 23% and India 38%. 10, 11 However, compared to USA ICUs (8-19%), our death rates in ICU is slightly higher and also median ICU stay was lesser which could be due to the lack of adequate critical care management. [12] [13] [14] In this study, we found that 72.5 % deaths occurred in those patients received from the other hospitals. The plausible reasons for such a high number could be due to late referral, inadequately equipped ambulances, poor patient transfer system, or few ICU facilities available in hospitals of Kathmandu. 15 About 18.6 % of DNR is quite high in comparison to other studies due to possible unaffordability of the hospital services by the patients' families and also due to lack of knowledge of medical insurances facilities. 16 This study also showed that the mean ICU stay was 1.3 days, which is slightly less than that found in a Scottish ICU study among 873 patients (2.3days). 16 This could be explained by the lack of adequate and well-equipped ICU facilities and universal gold standard ICU protocols in most of the hospitals. Other reason could be due to the fact that most of the patients in our study were referred from other hospitals. As many patients couldn't afford the ICU hospital services, this could be another reason for the disparity in our findings. There are some limitations to this study. Firstly, our study was retrospective and done in a single ICU, and thus cannot be generalised. Secondly, majority of the cases were medical. Thirdly, the sample size was small. Moreover, PaO2 and bilirubin couldn't be accessed which prompted the use of MSOFA instead of SOFA. However, this study can be used to compare data among other ICUs.
This study recommends a further research be undertaken around the country to determine the organ dysfunction status among the critically ill patients using standardised tools so that the findings may be compared and generalised.
CONCLUSIONS
MODS was present in the majority of deaths in critically ill patients in ICU. Most common acutely failed organ was the circulatory system. Besides treating the underlying cause, formulating effective protocols to closely monitor the functions of the individual organs at risk is a must to reduce the prevalence of MODS and hence overall mortality in ICU.
